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Blood-calcium 11 4 mgm. %. Weight 7 st. 5 lb. 5 oz. Basal metabolism rate, by Read's formula + 38.
Treated with Lugol's iodine, strychnine and arsenic, rest and massage. Four weeks of treatment has brought about considerable subjective improvement and definite increase in strength in arm and shoulder movements, but no change in physical signs. Pulse-rate now varies between 80 and 100. Blood History.-" Influenza cold" on March 4, 1931. Two days later right upper eyelid dropped and vision in that eye was dim. The eye itself was very painful. Next day the left eye became painful, and vision was impaired. This persisted for two weeks, during which the patient was very sleepy and very weak, and had severe photophobia and severe occipital headache.
On admission.-Bilateral partial ptosis, more marked right than left; patient
was able to open both eyes and to close them strongly; no power of voluntary movement of the eyes in any direction; when eyes were fixed on a near object and head bent forwards, upper eyelids spontaneously and evenly became tucked up. Both pupils were circular and regular in outline and both reacted very deliberately to light, through a good range. Visual acuity: x80 in right eye and y8 in left. No reaction of pupils on attempting to accommodate. Right fundus showed high degree of myopia and some spots of exudate, suggesting recent previous hTmorrhage between disc and macula. Left fundus showed slight myopic changes. There was weakness of the right lower face and the tongue was deflected to the right on protrusion. No diminution in muscular power except that due to the injury to right upper arm. Bicepsand supinator-jerks reduced; triceps-jerks absent; knee-jerks reduced and ankle-jerks just present on kneeling. Abdominal reflexes present and the plantar responses flexor. No sensory loss except slight symmetrical diminution in appreciation of vibration in both lower legs.
Skiagrams of skull and of cranial sinuses showed no abnormality. Cerebrospinal fluid clear and colourless; cells 3 per c.mm. ; total protein 0 075%; Nonne-Apelt negative ; Pandy weakly positive ; Lange 0000112100 ; Wassermann reaction negative in blood and fluid.
From the second day after admission patient was not unusually sleepy and slight power of conjugate movement to left and upwards has returned.
Repeated Attacks of Hemiplegia with Ataxia and Bulbar Palsy in D. H., a girl, aged 8 years, had an attack of "pneumonia" at the age of 4 years.
Three weeks after the illness she suddenly became unconscious and remained so for three weeks. On recovering consciousness she was blind and helpless, but after six months was quite normal except for dragging of left leg. At the age of 6 she had a sudden attack of intense drowsiness and vomiting with complete prostration, from which she completely recovered in 9 weeks. At the age of 7T she became suddenly very drowsy and had severe vomiting. Her condition varied greatly during the next six months. She was often unable to use her hands, and when she could do so they trembled very violently, and she had frequent fits. Her voice became slow and monotonous, she had difficulty in swallowing and was incontinent. When she recovered from this attack she had a left foot drop. Fourteen days later there was marked improvement in general condition; fine rapid lateral nystagmus; pallor of both discs; no facial weakness; tongue protruded slightly to right; some intention tremor with moderate weakness in both arms; weakness of both legs, bilateral drop foot and contracture of both legs. All jerks increased, except ankle-jerks, which were sluggish. Both plantar responses extensor.
In the following months power gradually improved but marked ataxia of cerebellar type remained. She was discharged on 12.11.30, with bilateral optic atrophy, fine rapid nystagmus on lateral deviation; marked weakness of right face, slight weakness of left face; slight intention tremor of right hand and bilateral extensor plantars. Was able to walk about quite well, although she had slight weakness of the right foot, and she could talk and eat quite normally.
Seven days after discharge she fell suddenly to the floor. Was unable to use right hand and right leg. Condition gradually became worse; right hand and arm were quite stiff and powerless and mouth was twisted over to right. Readmitted, 4.12.30 , showing bilateral optic atrophy, fine nystagmus on lateral deviation, absence of right corneal reflex; severe right facial weakness, tongue protruded to right.
Complete paralysis of right arm with no increase of tone; left arm used voluntarily; left arm is hypotonic and shows intention tremor; almost complete paralysis of right leg; weakness of left ankle.
Ankle-jerks both absent, both plantar responses extensor. Complete incontinence. Since then her condition has varied very much. Gross ataxia in both arms has developed ; the power partially returned to the right arm and leg, and she was able to walk with spastic gait. During movement of limbs a rapid side-to-side tremor of head appeared. Later, the gross ataxia increased in both arms, the side-to-side movement of the head increased and a right sixth-nerve palsy appeared. Bulbar symptoms developed and right hemiplegia returned. These symptoms again cleared up and patient was able to walk unaided and to feed herself.
Later the bulbar symptoms returned and left hemiplegia appeared with weakness of right lower face and gross irregular tremor of both arms. 
